Data from a population based longitudinal study of randomly selected communities in Central India have for the first time provided direct estimates of age specific incidence of blindness from cataract. Person-time denominators have been used to compute age specific incidence rates (risk) ofblindness from cataract for populations aged 35 and older. These age specific incidence measures have been applied to the 'population at risk' in each 5-year age class in order to estimate the total number of new cases of cataract blindness that occur in the country each year. The findings indicate that an estimated 3.8 million persons become blind from cataract each year in India (approximate 95% confidence limits: 3 to 4 5 million). The reasons why the estimates are considered as minima, and their implications concerning future national planning of ophthalmic services, are briefly discussed.
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During the past decade a number of crosssectional surveys have provided data on prevalence (existing cases) of cataract and of blindness due to cataract in various parts of the world. ' These data indicate that cataract is by far the commonest cause of blindness and visual disability worldwide. However, these prevalence data provide useful information on only the backlog of the cataract problem and do not give information on the number of new cases that occur each year. The latter incidence information is an important prerequisite to rational longterm planning of basic ophthalmic services on a regional or national scale. This paper reports the findings of the first population based longitudinal study which was designed to provide a direct measure of incidence (new cases) of cataract blindness and to evaluate certain risk factors. The data were entered into a specially designed relational database by means of a microcomputer and were subsequently analysed with software developed at ICEH in London. The exact period of follow-up was computed for each person so that precise person-time denominators could be calculated. The follow-up times for those who died before the final examination were estimated by ascertaining the time of death through interviews with the family. To ensure that the incidences would not be overestimated, persons who could not be re-examined at the follow-up visit were considered to have been followed up and not to have gone blind from cataract. Furthermore, in computing the number of new cases of cataract blindness, persons younger than 35 in the population were considered to have a minimal incidence, which was taken as zero, because none of these young people became blind from cataract. Infants and children becoming blind from congenital cataract were not included in the projected estimates.
Incidence rates with person-time denominators were computed for each 5-year age stratum. The age specific incidence rates were then applied to the age stratified 'at risk' population of the study area and also of the whole country to arrive at the number of new cases of cataract blindness that occur per year. In addition the 1-year cumulative incidence for each age stratum was derived from the incidence rate of the stratum by the density method.7 The equation used was: CI= 1 -e`Rt where CI is the cumulative incidence in time t (t being taken as 1 year), R is the incidence rate per year), and e is the constant 2-71828, the base of natural logarithms. Unlike the incidence rate, the cumulative incidence is not a rate but a proportion, and may be expressed as an absolute number, or a percentage of the original cohort, who became cases in a specified time period. The incidence rate on the other hand measures the average speed of occurrence of new cases, and it may be interpreted as the average number of new cases that have occurred per unit oftime during the study period.
The age specific cumulative incidence proportions were also used to estimate the number of new cases that occur in one year in the country.
The age stratified population for India was based on the United Nations publication ST/ ESA/SER.R 170. The population 'at risk' were determined by excluding from the whole population those who were already blind or had had cataract surgery. The expected numbers of these prevalent cases were provided by our crosssectional survey at the beginning of the study.
An was 3 738 947 new cases in one year. This amounts to 0X46% of the population at risk. About 0-6% of the original cohort of 315 persons aged 30-34 developed cataract in at least one eye during the study. However, none of these were blinded by cataract in the sample, reflecting a very low incidence rate of cataract blindness in this stratum of young people. The age and sex distribution of the study sample, together with the follow-up times in personyears, are shown in Table II .
Discussion
The projected numbers of new cases of blindness from cataract should be considered as minimal estimates because of the following considerations. First, since there were no incident cases of cataract blindness in the youngest age cohort in the sample (younger than 35), the incidence in that population stratum was considered to be very small and was taken as zero. Secondly, persons who could not be examined at the end of the study were included in the denominators and were counted as non-cases. This was mostly justified because by far the commonest reason for being absent at the time of the second survey was new employment. These persons were not likely to be blind. In this follow-up study 80-2% of the original cohort were successfully located again and re-examined (if alive) at the end of the follow-up period. Thirdly, blindness and aphakia prevalence measures were used to exclude those who were already blind (or had had cataract surgery), so that only the populations at risk of becoming blind were used in computations. Finally, new cases of blindness from congenital cataract were not included in the estimates. The projection for the whole country assumes that the age specific incidence rates in the population of the Arang Block in Central India are fairly similar to the average incidence rates for the country.
At present some 1 2 million cataract extractions are performed in India each year. In spite of this huge effort evidence from recent prevalence data indicates that cataract blindness is increasing (survey conducted by the National Blindness Prevention and Control Programme/World Health Organisation). This has led to a recent suggestion that the ophthalmic services in India should aim to do more than 2 million cataract operations each year. Our findings suggest that the cataract blindness problem in India is too massive to be solved by the surgical programme alone, particularly in view of the aging population trend which is expected substantially to increase the number of new cases of blindness from cataract. Moreover, even under very favourable conditions, cataract surgery is not entirely free of risk. Some of the effort in control of cataract blindness should be directed at developing strategies to reduce the incidence of blinding cataract. Our earlier findings on dehydrational crises as a major risk factor for cataract" offer an opportunity to initiate and test community based interventions to control dehydrational crises and perhaps to control other important risk factors that may be identified through further epidemiological research, thus 
